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Improving Specialist Disability Employment Services

Response of the British Society of Rehabilitation Medicine (BSRM)
The BSRM welcomes the opportunity to respond to this consultation and its emphasis on improving the opportunities for those with disabilities to contribute to Society through work.

The BSRM represents nearly 400 doctors who work with people with a variety of disabilities and whose members are concerned with enabling those with disabilities to work if that is practical 1 with whatever support is needed. Most of our members are employed exclusively in the public sector but a few work in the private sector. It is very supportive of the intentions of this consultation.
Answers to specific questions
Consultation Question 1.
The BSRM disagrees with the suggestion that specialist VR programmes be reduced. We do not believe that the DWP has appropriate resources to assist those with complex disability needs e.g. for the large number of young adults with psychological (cognitive & emotional/behavioural) difficulties following acquired brain injury.

Consultation Question 11.
The BSRM would wish to ensure that employers who needed to invest, e.g. to translate standard print into Braille for those with visual impairments, are not discouraged from doing so.

Consultation Question 13.
The BSRM is aware of situations where strong and effective working relationships between health providers and small local organisations supporting individuals into work have been severed as a large provider has been awarded the new contract for that locality. Local partnerships have much in their favour as they understand the local labour market and other issues such as ethnic background of the local population.

Consultation Question 16.
The BSRM fully accepts the crucial role filled by the DEA. Indeed, we have expressed our concerns previously that

 ‘Many Disability Employment Advisors (DEAs) are unable to assist people disabled by complex disabilities into work because:

· They have inadequate access to health professionals

· They have not been given the specialist skills needed to assist those with complex disabilities into work

· The support offered by their career structure and continuing professional training is inadequate’ 1.
The BSRM recognises that DEAs remain the link between ‘top-down' rehabilitation provision (government schemes as discussed in this consultation) and the ‘bottom-up’ support offered by health professionals 2. We strongly support the development of this role provided adequate training is given. The BSRM (together with other bodies such as the Vocational Rehabilitation Association) would be happy to provide any support the DWP felt would be helpful in such training as required.

The BSRM supports these statements. Health professionals are most likely to be involved in those situations when the health state is changing 3 and close working relationships between the individual’s rehabilitation team and the DEA would maximise potential benefits for all concerned. Work potential is ultimately determined by the prognosis of the health condition, which is best provided by rehabilitation doctors and their teams. The potential for (re)integration into the world of work will depend on the combined judgements of the rehabilitation team together with employment specialists. (sections 4.13/14).

The BSRM strongly supports earlier involvement of the DWP and agrees that suitably qualified DEAs would be the way forward (section 4.16).
Consultation Question 19.
At a recent conference, criticism was made of the current methods of providing wheelchairs through AtW 4. The mechanisms of provision are currently unclear to our members, but seem to involve individual companies providing wheelchairs. Those BSRM members who are involved in wheelchair provision feel that an impartial assessment of individual needs would be a preferable approach, and wonders why AtW did not invite NHS wheelchair services to tender to provide such a service. Whilst the current voucher scheme remains in operation, partnership arrangements between AtW and the NHS may provide a way forward, with the DWP paying for those attributes of the wheelchair that the NHS currently will not provide e.g. a ‘riser’ function.

Other comments

General
We fully support the goal of personalised and seamless long-term programmes.

The BSRM is concerned that, through most of the consultation document, the term disability is used to imply a static condition. Whilst we acknowledge that Para 2.31 recognises that the DWP has specialist contracts for individuals with certain conditions, the impression given is that such specialist provision needs to be superseded by a more generalist approach. The BSRM feels that this would be less effective for many people with disabilities, particularly if the disability reflects health-related conditions.
The BSRM is concerned that the pre-vocational phases of enabling people to (re)gain employment has not been clearly understood. There is widespread agreement that the processes involved in facilitating (re)employment for those with disabilities – hereafter referred to as vocational rehabilitation (VR) require close collaboration between employment and health professionals from the beginning of ill health or onset of disability on to prevocational work through to the final post employment support 1;5. We note that the Sainsbury Centre for Mental Health has noted this need in their response to this consultation. 
The Department of Health (DH) has helpfully classified conditions into 4 categories 3:  

1. Sudden onset conditions e.g. brain or spinal cord injury

2. Intermediate of unpredictable conditions e.g. epilepsy, rheumatoid arthritis

3. Progressive conditions e.g. some cancers, motorneurone disease (recognised in para 3.6)

4. Stable conditions.

The BSRM believes that health involvement is most likely in areas 1-3 above and we envisage that specialist provision will be needed from experts within the DWP able to work with relevant health (& in many cases social care & education) professionals in these areas.

Specific 
1.21/22
The BSRM recognises that barriers to working are often not health related and that overcoming the barriers needs a multi-faceted approach including the partners listed. We are very sympathetic to the substance to Health, Work and Well-being 6 and appreciate the vital role employers have to play in facilitating the integration of those with disabilities into the workforce. 

1.29

The BSRM has particular expertise in the role of assistive technology (e.g. wheelchairs, communication aids) in promoting the independence and participation of children with disabling conditions 7. This is particularly relevant for teenagers who may otherwise never enter the world of work 8-10.

2.17/18
The BSRM is very supportive of removing the 6 week barrier.

As noted above, the BSRM believes that a clear understanding of the nature of any underlying disability is needed and supports the single disability contract. Whilst we accept that such contracts may not meet the needs of those with multiple impairments, those practising rehabilitation medicine clearly understand the need for meeting all needs in a vocational rehabilitation programme. Thus we strongly believe that specialist programmes are (and will continue to be) needed. This is particularly the case in the field of acquired brain damage. Cognitive impairments are often predominant and a detailed diagnosis of these and other impairments, assessment of their relative impact on independence and organisation of interventions to address key problems are essential to achieve a reasonable prospect of (re)employment. 

2.48

The omission of ‘health’ from this summary paragraph may suggest the DWP has yet to work effectively with the developing health-related vocational rehabilitation services. The BSRM recognises that appropriate VR programmes have been slow to develop and recommends that there is discussion between DH & DWP in the development of these services. 

3.5 Figure 4 omits the prevocational phase which is the area that health professionals may be most likely to engage in. It is a fundamental problem with the Access to Work Scheme (AtW) that individuals need (or appear to need) to be ‘job ready’ to be eligible for DWP resources under this scheme. Health professionals have the impression that the skills of Disability Employment Advisers (DEAs) could be utilised to better effect in the prevocational phase when those with disabilities are considering returning to work but DEAs need better access to health-professional advice to make this happen. The BSRM has recommended the appointment of locality based VR specialists to facilitate this employment/health interface 1, but few have been appointed. 
3.12 The BSRM supports this goal-orientated approach, recognising that there will be times when the goal posts will need to be changed as individual’s needs change – e.g. they have a fluctuating health condition such as multiple sclerosis, many psychological illnesses or rheumatoid arthritis causing their disability. 

3.19 The BSRM supports service provision for a 2-year period.

3.22 The BSRM strongly supports this view.

If the DWP is serious in its objective to increase the numbers of those with disabilities in the workforce 11, improving access to independent powered mobility for those of working age would be an important step and encourage them to consider a life beyond benefits, as envisaged by Improving the Life Chances of Disabled People 12. The integration of assistive technologies remains problematic and the DWP may wish to work with the DH to develop appropriate regional centres for the provision of co-ordinated modern integrated systems to facilitate communication, environmental control and mobility. Some Disabled Living Centres have this expertise. Only then can many of the most severely disabled individuals consider a return to employment and in this situation, self employment is often most sensible option 9. Whilst public transport is improving the opportunities for those with disabilities to travel independently, many who could use such facilities fail to do so for lack of assistance in regaining confidence and stamina. A few community rehabilitation teams within the NHS are now attempting to meet this need.
The DWP has a vested interest in the DH developing vocational rehabilitation services if it is to reduce numbers on incapacity benefits and thus expenditure. The benefits do not necessarily accrue to the DH budget although we accept the evidence of Waddell and Burton 13. Government should consider investing in a small number of pilot centres where specialist rehabilitation services are supported by DEAs (an approach that has been used previously 14). These might be jointly funded through DH, DWP, insurance (who have a vested interest in returning clients to work) and charities. The latter have been severely critical of the inability of the NHS to meet their users VR needs 15. Such pilots could be placed to tender with public-private partnerships being encouraged. 

These comments have been written by Professor Anne Chamberlain (Past President), Andrew Frank (Chair of the Vocational Rehabilitation Special Interest Group), Vera Neumann (Immediate Past President), Professor Lynne Turner-Stokes (Chair of the Research Committee) and Professor Chris Ward (President). 
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